Abstract Several studies have highlighted the adaptive role of self-compassion on human suffering and on a wide range of psychopathological conditions. Extensive research has shown that emotional intelligence has been associated with well-being, mental and physical health and quality of interpersonal relationships. We set out to explore the mediating role of self-compassion and emotional intelligence on the relationship between shame traumatic memories and depressive symptoms, and to explore if these were different between female and male adolescents. The sample was composed of 1101 adolescents from general population, whose age ranged from 14 to 18 years. Participants filled out a battery of self-report questionnaires designed to measure shame traumatic memories, self-compassion, emotional intelligence and depressive symptoms. Correlational analysis showed that in male and female adolescents, shame traumatic memories are associated with more depressive symptoms and with lower levels of selfcompassion and emotional intelligence. Multigroup analysis showed that emotional intelligence has a greater impact on depression in female adolescents. Also, the impact of shame traumatic memories on depression is stronger in males, even though females report shame traumatic memories as more impactful. This study provides preliminary evidence that self-compassion and emotional intelligence are important emotion regulation processes for depressive symptoms in adolescence.
Introduction
Shame experiences are considered a form of negative experiences in which one is criticized, rejected, excluded or ignored by others (Gilbert 1998) . Memories of shame experiences can be an emotionally charged piece of autobiographical memory (Matos and Pinto-Gouveia 2010) and may present traumatic features, such as intrusion, emotional avoidance, flashbacks, hyperactivation, fragmented states of mind and dissociation (Ehlers and Clark 2000; Gilbert 2002; Gilbert and Procter 2006; Matos and Pinto-Gouveia 2010) . Research has shown that early life shame experiences, by acting as conditioned emotional memories, may trigger intrusions, physiological arousal and avoidance, and negative emotional states like depression and anxiety. In adolescence, individuals increase engagement with autobiographical reasoning processes and begin making connections between the self and past events, which makes them more vulnerable to experience the emotional impact of shame memories (Cunha et al. 2012) . Research shows that persistent criticism, shaming and putdown experiences might lead to the development of a sense of self as flawed, inferior, rejectable (Castilho et al. 2014; Gilbert 2002; Mikulincer and Shaver 2007) , inadequate and worthless (Claesson and Sohlberg 2002; Gilbert et al. 1996; Gilbert and Gerlsma 1999) , and is associated with depressive symptoms (e.g., Carvalho et al. 2015; Gilbert et al. 1996) . Additionally, when considering gender differences, it seems that girls present higher levels of shame, selfcriticism and psychopathological symptoms than boys (Hankin 2008; Hankin and Abramson 2002; Lang et al. 2007; MacPhee and Andrews 2006; Rubeis and Hollenstein 2009; Skrove et al. 2013) .
The evolutionary basis of early parent-child relationship has been greatly debated, particularly the adaptive nature of attachment behaviors (Bowlby 1969; Gillath et al. 2005) . In fact, it has been suggested that the quality of the relationship between a child and his/her caregiver greatly impacts the experience of psychopathological symptoms in adulthood (Gilbert et al. 1996) . In accordance to this, it is agreed that when caregivers are able to understand and empathize with the child's emotions and behaviors, as well as when they are capable of making the child feel loved, cared for and safe, this will have a major impact on the development of the child's sense of identity, and on the maturation of affect regulation systems, i.e., their ability to understand and regulate emotions and to develop self-soothing (Gilbert 2007; Shaver and Mikulincer 2007; Schore 1998) . On the other hand, when the child's day-to-day experience with caregivers is characterized by criticism, shame and putdown, the child can develop harsh and self-critical ways of self-to-self relating (Gilbert 2005; Jaenicke et al. 1987; Sachs-Ericsson et al. 2006; Thompson and Zuroff 1999) .
Research in neuroscience has proposed different affect regulation systems (Depue and Morrone-Strupinsky 2005) whose maturation seems to be influenced by rearing experiences with others (Gilbert 2005 (Gilbert , 2007 (Gilbert , 2010 . One of the systems is linked to threat-detection and self-protection, and is responsible for activating defensive emotions (e.g., anxiety, depression, anger) and behaviors (e.g., fight, flight, submission) when facing a perceived threat (Gilbert 2003 (Gilbert , 2005 LeDoux 1996) . These defensive behaviors and emotions can be disabled by a system of warmth-affiliation linked to feelings of contentment, soothing and social safeness, deeply associated with the evolution of attachment behavior, and might result in the regulation of affect through warm and kind interpersonal interactions (Gilbert 2005 (Gilbert , 2010 UvansMorberg 1998) . It is suggested that negative rearing experiences, particularly at the hands of caregivers, might overstimulate the threat-defense system (Gilbert 2005) and/or understimulate the warmth-affiliation system (Irons et al. 2006) . Given that shame feelings are associated with the perception of the self as an object of negative evaluation by others, anticipating their rejection and/or attack (Gilbert 2000 (Gilbert , 2002 , shame experiences will activate the evolutionderived defense-threat system, triggering a set of appeasement behaviors (e.g., keep head down, avoid eye gaze, hide and escape) aiming at de-escalating and/or avoiding interpersonal conflict that could lead to social rejection (Gilbert 2002; Gilbert and McGuire 1998) . Gilbert (2005 Gilbert ( , 2009 Gilbert ( , 2010 designed Compassion Focused Therapy (CFT) to specifically address issues of self-criticism and shame, with the main purpose of promoting self-compassion. This positive self-to-self form of relating involves being open to suffering, experiencing feelings of warmth, care, kindness and understanding towards the self, with an attitude of curious observation and a nonjudgmental understanding towards our mistakes and inadequacies, as they are part of common human experience (Neff 2003) . In fact, self-compassion, by activating the soothing-affiliation system, and consequently de-activating the threat-defense system, can be an important antidote to shame feelings and psychopathology (Gilbert 2005; Gilbert and Procter 2006) . In line with this, higher levels of selfcompassion have been shown to predict less depression symptoms in a non-clinical sample of young adults (Raes 2011) . Particularly in adolescence, some studies show that self-compassion is associated with greater mental health, feelings of social connectedness, a better self-soothing competence, higher levels of positive emotional memories, and with less depression, anxiety, self-criticism, stress and negative affect (Bluth and Blanton 2014; Neff et al. 2007; Neff and McGehee 2010) . Additionally, it seems that female adolescents have lower self-compassion than male adolescents (Bluth and Blanton 2015; Cunha et al. 2015) . Self-compassion has also been shown to mediate the relationship between attachment and mental health (Raque-Bogdan et al. 2011) , self-criticism and depression (Joeng and Turner 2015) , maladaptive perfectionism and depressive symptoms (Mehr and Adams 2016) , social support and post-traumatic symptoms (Maheux and Price 2016) , the recall of parental criticism and social anxiety (Potter et al. 2014) , and between victimization and psychological maladjustment in a sample of 109 adolescents (Játiva and Cerezo 2014) . Nevertheless, although selfcompassion has been presented in literature as an antidote to shame and self-criticism that result from previous shaming and critical experiences (Claesson and Sohlberg 2002; Gilbert and Gerlsma 1999) , its mediating role on the impact of shame memories in depression are yet to be explored in adolescents.
Emotional intelligence has been described as the capacity to perceive, express and regulate emotions (Mayer and Salovey 1997) , which is thought to be rooted in evolutionary processes that promote empathy and communication of emotions (e.g., Buck 1984) . In fact, it is suggested that emotionally intelligent individuals choose adaptive strategies do down-regulate emotions such as sadness (Hertel et al. 2009 ) and shame (Mikolajczak et al. 2008) . In line with this, there is evidence suggesting that promoting emotional intelligence leads to less clinical symptomathology (Aradilla-Herrero et al. 2014; Balluerka et al. 2013) , with results maintained up to 6-months after the intervention (Ruiz-Aranda et al. 2012) . Several empirical studies have also demonstrated that adolescents who perceive themselves as having greater ability to understand and regulate their emotions seem to use more adaptive coping strategies (Davis and Humphrey 2012) . Other studies found that adolescents who are more capable of clearly discriminating feelings and regulating emotional states show lower levels of anxiety and depression (Fernandez-Berrocal et al. 2006; Mavroveli et al. 2007) , have greater life satisfaction (Rey et al. 2011 ) and show a better social functioning (Mavroveli et al. 2007 ). Although the relationship between shame experiences and emotional intelligence, to our knowledge, has not been empirically explored, some studies have suggested that children with a history of maltreatment present more difficulties in recognizing, expressing and regulating emotions (Smith and Walden 1999) . In fact, it is acknowledged that experiences during childhood and adolescence, particularly with parents, have an impact on emotional socialization (see Eisenberg et al. 1998) .
Our study has three main goals: (1) to explore the relationship between shame traumatic memories, self-compassion, perceived emotional intelligence and depressive symptoms in adolescents, given the lack of studies exploring these variables in this age group. In addition, (2) we tested whether self-compassion and perceived emotional intelligence emerge as mediators in the relationship between shame traumatic memories and depressive symptoms. In the theoretical model, we predicted that shame traumatic memories would indirectly impact depression symptomatology through their effect on self-compassion and emotional intelligence. Finally, we aimed (3) to explore if the model is invariant between male and female adolescents.
Method Participants
Participants in this study were 1101 adolescents from general population: 57.4 % were female (n = 632) and 42.6 % were male (n = 469). The mean age was 15.94 (SD = 1.21). In regard to their education, 18.3 % of participants attended 9th grade (n = 202), 38.0 % the 10th grade (n = 418), 27.7 % the 11th grade (n = 305), and 16.0 % the 12th grade (n = 176). There were no statistically significant differences between gender regarding age (t = .456, p = .648).
Procedure
Participants were recruited in several Secondary Schools of the Northern and Center Regions of Portugal. The questionnaires were administered by the author S.M., and included a battery of self-report questionnaires designed to measure shame traumatic memories, self-compassion, emotional intelligence and depressive symptoms.
The schools' boards were previously contacted and the objectives of the study were explained. After the school board provided written authorization for data collection, students were given an explanation of the study and its voluntary nature, and were invited to participate. Students who agreed to take part in the study had to bring one informed consent from their parents, in which they were provided with a detailed description of the study, as well as the confidentially and anonymity of the data.
Participants who were authorized by their parents to take part in the study also provided written consent to participate in the study. All participants filled the self-report questionnaires in the presence of the researcher in class. The battery of questionnaires took on average 30 min to complete. There were no dropouts.
Measures
Trait Meta-Mood Scale (TMMS; Goldman et al. 1995; Dinis and Pinto-Gouveia 2006 ) is a self-report measure that aims to assess perceived emotional intelligence. It evaluates the extent to which people attend to and value their feelings, to how they make a clear distinction between them, and use them to think and repair negative moods. The full version of this instrument is composed by 48 items organized into a structure of three key factors: Attention to Emotions, Clarity of Feelings and Repair of Emotional State, with internal consistencies of respectively .86, .88, and .82. The authors recommend the 30 item version of the scale, which we have used. Participants are asked to assess the degree to which they agree with each item on a Likert scale of 5 points, ranging from 1 (strongly disagree) to 5 (strongly agree). Given the objectives of our study, and since the scale is still in the process of adaptation for the Portuguese adolescent population, the total score of the TMMS was used. We found it to have a good internal consistency, with a Cronbach's alpha of α = .83.
Impact of Event Scale for Adolescents (IES-R-A; Weiss and Marmar 1997; ) is a self-report measure of subjective distress for any specific life event that was recently adapted to assess traumatic memories of shame (Matos and Pinto-Gouveia 2011) . This version resulted from the adaptation of the original IES designed to assessed subjective stress of an event. The version contains 22 items, each rated on a 5-point scale (0-4). This scale comprises three subscales that measure the three main characteristics of traumatic memories: Intrusion (intrusive thoughts, nightmares, intrusive feelings and images, dissociative reexperiencing), Avoidance (numbing of responsiveness, avoidance of feelings, situations and ideas), and Hyperarousal (anger, irritability, hypervigilance, difficulty on concentrating, heightened startle). The current study uses the IES-R version for adolescents , which presented an excellent internal consistency with a Cronbach's alpha of α = .94 for the total scale, and a moderate temporal stability r = .67. We found an internal consistency of α = .93. In the current study, all analyses were conducted using the total of the IES-R-A, since the validation study for the Portuguese population found a onedimensional structure that revealed strong psychometric properties.
Self-Compassion Scale (SCS-A; Neff 2003; Cunha et al. 2015) comprises 26 items, organized into six subscales that assess the following dimensions: Self-Kindness, SelfJudgment, Common Humanity, Isolation, Mindfulness and Over-Identification. Participants must indicate their responses to each item using a 5-point scale ranging from 1 (Almost Never) to 5 (Almost Always). The results obtained by Neff (2003) in the original version applied in adults, revealed very good levels of internal consistency for the total of the measure (α = .92) and good test-retest reliability (α = .93). In The Portuguese version for adolescents (Cunha et al. 2015) , the total of the measure also revealed a good internal consistency (α = .88). In this study, the internal consistency was α = .88. For the purposes of this study, only total scores were analyzed.
Children's Depression Inventory (CDI; Kovacs 1985; Marujo 1994 ) is a self-report measure composed by 27 items that intend to assess depressive symptoms in children and adolescents aged from 7 to 18 years. This scale is one of the most common and most often cited instruments in the literature about depression in childhood and adolescence. In order to answer each item, participants must choose one of three sentences classified with a value of 0, 1 and 2, where higher values imply an increased severity of symptoms. The Portuguese version of this inventory has shown good accuracy, with high levels of internal consistency (α = .80) (Marujo 1994) . In this study, the Cronbach's alpha was α = .85.
Data Analyses
The current study follows a cross-sectional design. All analyses were carried out using SPSS, version 22 (IBM Corp., Armonk, NY, USA) and AMOS version 23 (SPSS Inc, Chicado, IL, USA). Gender differences were tested using independent sample t-tests. Effect sizes of gender differences in each variable were calculated using Cohen's d, with .2 indicating a small effect, .5 a medium effect and .8 a large effect (Cohen 1988) . Then two-tailed Pearson correlation coefficients were performed to explore the relationships between variables in study. The strength of the correlations was interpreted according to Cohen's suggestions: correlations between .1 and .3 are small, between .3 and .5 are moderate and above .5 are considered large associations.
Multivariate outliers were screened using Mahalanobis squared distance (MD 2 ) method (i.e., p1; p2 < .05) and uni and multivariate normality was assessed by Skewness (Sk) and kurtosis (KU) coefficients. There was no severe violation of normal distribution (|Sk| < 3 and |Ku| < 8-10; Kline 2005) . In regard to missing values, wherever participants did not respond to less than 5 % of a measure, a mean imputation was conducted. One participant missed more than 5 % of a measure (did not complete the whole TMMS), and was therefore excluded from our sample.
In the mediational study, we tested whether selfcompassion (SCS-A) and emotional intelligence (EI) (mediator endogenous variables) mediated the effect of shame traumatic memory (IES-R-A) (independent exogenous variables) on depressive symptoms (CDI). A path analysis was carried out to test for the mediator effects described previously. This procedure is a special case of structural equation modeling (SEM) and considers hypothetical relations between variables that have already been defined (Maroco 2010; Kline 2011) . Additionally, we have conducted a multigroup regression analysis as a means to determine if the tested model was statistically different between male and female adolescents in our sample. The significance of regression coefficients was assessed through maximum likelihood method, in which effects with p < .05 were considered statistically significant. Differences between males and females were assessed by comparing the unconstrained model (with free structural parameter coefficients) and the equality constrained model (i.e., parameters equally contrained across groups). Chi-square difference test was used to assess difference between groups, as well as critical ratios for differences among estimates, with Z-values larger than 1.96 indicating that males and females differ significantly in that path (Byrne 2010) .
Results
Two tailed Pearson's correlations for all variables are reported in Table 1 , for males and females.
Results from correlation analyses show that shame traumatic memories are negatively and moderately associated with self-compassion and emotional intelligence in both genders. Additionally, emotional intelligence and selfcompassion are negatively associated with depressive symptoms both in males and females. These correlations are large in females and moderate to large in males. Finally, results also show that self-compassion is positive and significantly correlated with emotional intelligence, presenting a large association in females and a moderate one in males.
Results from comparative analysis between genders for all variables were obtained by student's t-test, and are presented in Table 2 . The student's t-test analysis showed the existence of statistically significant differences between genders in all variables, in which females presented significantly higher mean scores of shame traumatic memories and depressive symptoms. In turn, males had significantly higher average values of self-compassion and emotional intelligence than females (see Table 2 ).
We sought to determine whether the effect of shame traumatic memories on depressive symptoms occurs indirectly through (diminished) self-compassion and emotional intelligence abilities, and particularly to explore if this comprehensive model is invariant in male and female adolescents.
Given that the initial model is just-determined, i.e., presented zero degrees of freedom and perfectly fit the data, the adjustment indices were not analyzed or reported (Maroco 2010; Kline 2005) . The model explains 47 % of depression, 19 % of self-compassion and 11 % of emotional intelligence. Results showed a direct effect of shame traumatic memories on depression (β = .238). Also, the indirect effect of shame traumatic memories on depression through selfcompassion (β = .158) and through emotional intelligence (β = .087) were statistically significant 95 % CI [.214; .277], p = .001, as was hypothesized.
Regarding multi-group analysis, results from the chisquare difference test showed that the hypothesized model was not invariant between males and females, χ 2 dif(5) = 21.496, p = .001, i.e., there are statistically significant differences in the model in males and females in our sample. In males (Fig. 1) , the model explains 9 % of emotional intelligence, 17 % of self-compassion and 39 % of depression.
In females (Fig. 2) , the model explains 12 % of emotional intelligence, 17 % of self-compassion and 50 % of depression.
Critical ratios for differences in parameters showed that there are significant differences between males and females in two paths of the model: emotional intelligence and depression are more strongly related in females (Z = 3.532, β = −.125, p < .001,) than in males (β = −.059, p < .001). On the other hand, shame traumatic memories are more strongly associated with depression in males (Z = −2.114, β = .102, p < .001) than in females (β = −.065, p < .001).
Discussion
Built on previous research showing that self-compassion and emotional intelligence play an important role in adolescents' well-being (Bluth and Blanton 2014; Davis and Humphrey 2012; Hertel et al. 2009; Mavroveli et al. 2007; Neff and McGehee 2010; Rey et al. 2011) , we aimed to explore whether perceived emotional intelligence and self-compassion emerged as mediators in the relationship between shame traumatic memories and depressive symptoms in an adolescent population. Also, we aimed to explore if the impact of these processes are significantly different in male and female adolescents.
Firstly, correlational analyses showed that adolescents who experience more shame traumatic memories have more depressive symptoms, as found in previous studies (Cunha et al. 2012) . On the other hand, adolescents who have more shame traumatic memories have less self-compassion and self-soothing abilities and are less capable to attend to and value their feelings, to make a clear distinction between them and to regulate them. Also worth mentioning is that these associations were stronger in females than in male adolescents in our sample. Overall, this seems to be in line with the empirical and theoretical suggestion that adolescents with more impactful shame traumatic memories might have an overstimulated threat-defense system and an understimulated soothing system, generating difficulties in stress reduction as well as feelings safeness and social affiliation (Depue and Morrone-Strupinsky 2005; Gilbert 2009 ). Adolescence is a developmental stage in which concerns regarding social presentation, integration, acceptance and appreciation by others arise (Gilbert and Irons 2009) , and therefore a particular vulnerable period for emotional problems, such as the experience of shame and depression symptoms. Regarding self-compassion and emotional intelligence, we found that adolescents who have these abilities showed a lower tendency to experience depressive symptoms. These findings are supported by previous researches, which demonstrate that adolescents who present a selfcompassionate attitude when facing hard situations, manifest less tendency to experience depressive symptoms Neff and McGehee 2010) . There are previous studies suggesting that high levels of emotional intelligence are correlated with effective strategies to deal with emotional issues, such as diminishing rumination after experiencing certain emotions, and this is actually associated with low levels of depression (Hertel et al. 2009; Mikolajczak et al. 2008) .
Moreover, emotional intelligence and self-compassion showed a positive association, which suggests that adolescents more open to suffering, to experience feelings of warmth, that are understanding towards themselves, and are more capable of self-soothing, tend to pay more attention to their feelings, make a clear distinction between them and are more able to regulate their emotions. These results are consistent with work conducted with young adults (Neff 2003) and adolescents (Neff and McGehee 2010) , in which self-compassion and emotional intelligence seem to be related constructs, as self-compassion encompasses the ability to regulate one's negative emotions and see them with clarity. In fact, a few studies have found significant associations between self-compassion and emotional intelligence, in a sample of 135 American nurses (Heffernan et al. 2010) , in a sample of 571 Turkish nursing students (Şenyuva et al. 2014 ) and in 272 undergraduate Egyptian students (Taleb and Al Awamleh 2013) .
In addition, our results suggest significant differences between genders. The impact of shame traumatic memories was significantly higher in female adolescents. Additionally, female adolescents also presented more depressive symptoms. This goes in line with other studies reporting that female adolescents have higher levels of shame (internal and external) and depression, with more symptoms of worthlessness and lack of pleasure (Hankin 2008; Hankin and Abramson 2002; Lang et al. 2007; MacPhee and Andrews 2006; Rubeis and Hollenstein 2009; Skrove et al. 2013) . Regarding male adolescents, results showed that they are more self-compassionate and have more emotional intelligence. This is in line with previous studies in which girls were reported having lower skills when it came to being aware of the experience of the present moment, in a mindful and balanced way (Bluth and Blanton 2015; Cunha et al. 2015) . Additionally, studies also suggest that girls tend to be more self-judgmental, to feel isolated when confronted with painful feelings, and have less awareness of their negative and undesirable feelings and thoughts (Bluth and Blanton 2015; Cunha et al. , 2015 .
In line with our last prediction and main goal, emotional intelligence and self-compassion were found to mediate the relationship between shame traumatic memories and depressive symptoms in both males and females. Interestingly enough, some differences were observed; our results suggest that the path from emotional intelligence (or, more accurately, lower levels of) to depression in our model is stronger in female adolescents than in male. On the other hand, it is particularly interesting that although female adolescents presented more shame traumatic memories, these shame memories were more strongly related to depression in male adolescents, according to critical ratios differences. A tentative interpretation of this result may be that shame memories are typically associated with an internalization of a self-identity (e.g., as inferior, vulnerable, flawed, weak) that is not in accordance with characteristics and personality traits socially expected for males (strength, confidence, decisiveness) throughout the socialization of gender roles (Benetti-McQuoid and Bursik 2005) . In turn, this may explain why even shame memories reported as less impactful were more strongly linked to depression in males than in females. On the other hand, it may also be the case that males responded to IES with more social desirability, or even concealing their emotional difficulties, which may explain their lower levels of shame memories when compared to females. More research is needed in order to put forward more accurate explanations of gender differences in the impact of shame memories.
Our data suggest that traumatic shame memories impacts on depression in part through the existence of a lower ability to hold one's feelings of suffering with a sense of warmth, connection, and concern, and through a perception of having a low capacity to understand, express and regulate emotions. Literature has shown that self-compassion is an important self-regulatory process to mitigate several detrimental processes (e.g., shame) and symptoms (e.g., depression) (e.g., Gilbert 2009 ). Additionally, selfcompassion seems to increase affiliative and social connectedness (e.g., Neff et al. 2007 ) that in turn are wellknown antidotes against depression (see Sloman and Gilbert 2000) . Feelings of self-acceptance and self-kindness and the ability to frame one's experience as part of the common human experience provides a sense of interpersonal connectedness that can help adolescents coping with shame and fears of social rejection. On the other hand, by facilitating the capacity of emotional recognition and discrimination will enable the emotional modulation, which is a useful tool in coping with low mood states (e.g., Aradilla-Herrero et al. 2014; Balluerka et al. 2013 ). Indeed, a considerable amount of research has highlighted the positive association between emotional intelligence and positive psychological health in adolescents (e.g., Davis and Humphrey 2012) . Thus, selfcompassion and emotional intelligence seem to be important to educational and clinical interventions. In fact, few programs focus on the development of these skills, and they present innovative and promising interventions for emotional growth. Kristin Neff and Chris Germer have developed the Mindful Self-Compassion training program, which was designed to cultivate self-compassion and was recently adapted to adolescents in a program named Making Friends with Yourself (MFY; Bluth et al. 2016 ). This study found that adolescents seem to increase in self-compassion and decrease in depressive symptoms when compared to a waitlist control group, and actually self-compassion predicted increases in depression after the intervention (Bluth et al. 2016) . In regard to emotional intelligence, Ciarrochi et al. (2007) created the Mindfulness-Based Intelligence Training, which is an Acceptance & Commitment Therapy (ACT) adaptation for the organizational context. Nevertheless, the latter is not specifically designed to address adolescence-specific issues, which seems to be an evidence for the need to designing programs that promote the development of emotional intelligence skills in adolescence. Indeed, a study on a 24-week emotional intelligence-based educational program found that adolescents who participated in the program presented better mental health indicators (including depression) when compared to a control group (Ruiz-Aranda et al. 2012) .
Future research could deepen the knowledge on the benefits of emotional intelligence and self-compassion by developing intervention programs that would incorporate both in a complementary manner, particularly when working with adolescents with traumatic shame memories. In addition, it would be important to test this model longitudinally, in order to draw more robust conclusions regarding causal relationships between variables, which this study is not able to do. In order to generalize our findings to adolescents with clinical problems, it is also important to replicate this study in a clinical sample. It would also be important to explore these results according to age differences and its influence on emotional regulation skills (e.g., emotional intelligence, self-compassion, mindfulness). Furthermore, future research should focus on developing and testing the efficacy of interventions that encompass both self-compassion and emotional intelligence tailored for adolescents.
Limitations
Some limitations should be considered. The first one is the cross-sectional and correlational design of this study, which doesn't allow us to determine with precision the nature of the relationships between variables. Another limitation is related to the use of self-report measures to evaluate shame memories, which may raise some concerns regarding the influence of current emotional states on these recollections. Nevertheless, it is worth restating that our goal was not to study shame experiences but rather the impact of memories of shame experiences, which makes self-report measure a suitable means to assess that. Issues relating to social desirability may also have influenced the responses of the subjects in the various measures. We consider that it would be important to use structured interviews to evaluate shame, depression and the mediational variables (self-compassion and emotional intelligence).
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